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Outcome measure Caries prevalence of the children and dental health knowledge, attitudes and toothbrushing skills of the parents. The full costs of the exercise were kept throughout. Results After 2 years, 271 (81%) children and 248 (92%) mothers remained in the study. There was an 18% difference in mean dmft between the groups in favour of the test group children but this was not statistically significant. Conclusions The model tested of seconding a qualified dental health educator to general dental practices to counsel mothers of regularly attending, at-risk, young children failed to reveal a substantial improvement in dental health over a 2-year period. However, there were clear benefits in relation to dental health knowledge, attitudes and toothbrushing skills among these mothers.
Commentary
This is a very interesting and overall well-designed study to test whether targeted dental health education to pre-school children in a general practice setting can deliver worthwhile improvements in oral health. The children in the trial were assessed as likely to be at risk from caries before randomising into test and control groups. These are just the pre-school children that Healthcare Commissioning bodies as well as practitioners will want to reach with effective prevention methods.
However, the study suffers from two methodological drawbacks which could introduce the possibility of observer bias. These relate to the way in which the questionnaire on dental health knowledge and attitudes is administered and the method of collection of baseline caries levels. The authors discuss both since they could impact upon the findings which are weakly positive for provision of this type of dental health education in general practice.
The results are clearly disappointing and there is a good discussion as to why this may be the case. The authors' note that the two year duration of the study may not be sufficient to see a benefit with respect to caries progression. A further follow up of these children in time might see greater changes. However a longer duration would probably result in increasing drop-out from the study which then makes it difficult to be confident of the long term results. Watt et al 1 argue that we need to look again how to evaluate the effectiveness of oral health promotion.
From a community health viewpoint it is discouraging that these regular attenders whom one might expect to benefit most from this type of intervention did not show appreciable health gains. Those seeking to improve the oral health of a local population will probably look to other methods to achieve this in the light of the results of this study. The systematic review of the effectiveness of oral health education by Kay and Locker 2 mentioned in the paper only found a temporary effect on plaque accumulation but a sustained positive effect on knowledge. They found no effect of education programmes aimed at caries reduction which did not use fluoride.
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